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I dentification and treatment of depression in women represent challenges and unmet needs in medicine. Beginning during adolescence and into early adulthood, women are twice as likely as men to have a depressive episode. 1 The reasons for this discrepancy are many and complex, but it has been explained by both biological and psychosocial factors. 1 Women also face life changes not experienced by men, such as pregnancy and postnatal and perimenopausal periods. These appear to be times of increased risk of depression for some women. A first depressive episode sets in motion a chronic course that causes substantial human capital loss for women, prevention and treatment of first episodes of depression should be a primary goal.
■■ Gender Differences in Rates of Depression
Depression is approximately twice as common in women than it is in men, and the rate differences begin to appear during early adolescence. 2 In childhood, there are similar levels of depressive disorders and depressive symptoms. By the age of 12, girls' rates of depressive disorders and depressive symptoms increase, while boys' rates increase only slightly or not at all. By the age of 18, a consistent female : male ratio of 2 : 1 is seen in the United States. One of the possible reasons for differences in depression prevalence rates between the genders is that the single highest risk factor for subsequent depression episodes is a history of depressive episodes, and that girls have a greater number of first-onset episodes than boys do. Additionally, evidence demonstrates a genetic role in vulnerability to depression, and still more evidence suggests that this genetic vulnerability is more pronounced in women than in men. [3] [4] [5] 
■■ Hypotheses to Explain Gender Differences in Depression
Stressful Life Events Data are mixed on whether women experience more adverse life events. One study, investigating the differences in stressful life events (SLEs) contributing to depressive symptoms in both sexes, found no evidence for an overall gender difference in sensitivity to the depressogenic effects of SLEs. 6 However, life events considered stressful differed between the sexes. Men consistently reported significantly higher rates of occurrence of 4 SLEs: job loss, legal problems, robbery, and work problems. Women consistently reported housing problems, loss of a confidant, proximal relationship problems, and illness of an individual in their distal network as SLEs. Discrimination, particularly race discrimination, is another chronic stressor associated with depression in women's lives. 7, 8 While data are mixed on differences in exposure to SLEs, women are more likely to experience major depression in the wake of an SLE. SUMMARY: Multiple factors contribute directly or interact to precipitate the onset of depression. Genetics, stress life events, previous history of depression, and cognitive factors have been shown to be significant risk factors for future depression episodes. Life stressors contribute to the onset of depression in both men and women, but particular stressors affect the genders differently, with women identifying more closely with relationship issues, lack of adequate housing, and poverty. Women are also more frequently affected by physical and sexual abuse, which will significantly influence future episodes of depression. Depression does not discriminate on the basis of race. Women of all ethnic groups suffer from depression. However, research indicates that there may be differences in prevalence and treatment-seeking behavior in black Americans, Mexican Americans, and white Americans.
CONCLUSION: Many factors contribute to the occurrence of depression. Some of these occurrences may be explained by the changing hormonal milieu, susceptibility after physical or sexual abuse, poverty, housing problems, or loss of a close friend. One of the explanations for the higher rate of depression in women is that women have a greater incidence of first depressive episodes, which often begin during adolescence or young adulthood.
Physical and Sexual Abuse
Compared with men, women more frequently experience certain kinds of negative life events, such as physical and sexual abuse, poverty, and gender discrimination. In women, physical and sexual abuses are potent risk factors for depression (Table) . The lifetime prevalence of depression is almost double for victims of completed rape in childhood (52%) than it is for nonvictimized women (27%). 10 The mean prevalence rate of depression among battered women is 48%. 11 Childhood physical abuse is a strong predictor of adult depression in all ethnic groups after controlling for background characteristics that are risk factors for both abuse and depression. 12 Additionally, suicidality (recurrent thoughts of death or suicidal ideation and plans, and attempts or gestures of self-harm with death as a possible result) is strongly linked to a history of abuse.
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Poverty
Poverty is a chronic stressor highly correlated with depression. Association between socioeconomic status and depression exists at all levels of the socioeconomic status hierarchy. Poverty increases risk of acute stressors, which include exposure to crime, violence, physical or sexual assault, and illness and death of children. 15 
Integrated Cognitive Model of Depression
Many models have attempted to explain depression pathophysiology. The integrated cognitive model of depression postulates that the interaction between negative life events (e.g., physical and/or sexual abuse, unrelenting poverty, and discrimi nation) and negative cognitive style (e.g., excessive dependency on others, being a ruminator), genetic vulnerability, hormonal changes, and hypothalamic-pituitary-adrenal axis dysregulation could independently contribute to women's higher rates of depression. 16, 17 However, the factors likely interact in complex ways to produce depression, particularly in women. This model helps to explain why depression has a cyclical pattern in some women, particularly in situations of rumination or appalling past life experiences. Though depression has various triggers, once it is activated, the symptoms are similar regardless of the cause. According to this model, when the symptoms are allowed to cycle automatically, the state can maintain itself for a period of time.
■■ Women's Life Stages and Depression
It is hypothesized that changes in hormone levels in women are a contributing factor for the differences in depression prevalence across a woman's lifetime. 18, 19 A dramatic shift in depression prevalence is apparent during adolescence in girls sometime between the ages of 10 and 15 years. During early adulthood, depression becomes most prevalent, with a typical onset between the second and third decades. Women of childbearing age are at heightened risk of experiencing a depressive episode. Approx imately 9% of pregnant women and 13% of postpartum women experience major depressive disorder. [20] [21] [22] Yet the risk of depressive recurrence increases to 25% for women with previous episodes of postpartum depression. 23 The transition from regular menstrual cycling to complete cessation of menses-the perimenopausal transition-is a risk factor for depressive episodes. 19 As women age past the perimenopausal period, data fail to demonstrate an increase in rates of major depression disorder following menopause. The primary predictor of depression following menopause is prior depressive history. Women may also be in a caregiving role during this time, which often places extra stressors on life events. Women are at greater risk for psychiatric morbidity than are men at all stages of caregiving. 23 Adult caregivers report higher levels of depressive symptoms, clinical depression, and anxiety. [24] [25] [26] Over the age of 55, gender differences in depression become less apparent. 27 Symptom profiles that characterize depression in late life differ from those earlier in the life span, with older adults less likely to endorse dysphoria. A constellation of symptoms more frequent in older adults and older women specifically is depletion syndrome. Its symptoms include loss of interest, loss of energy, hopelessness, helplessness, and psychomotor retardation. 28 Depletion syndrome or motivation symptom cluster seems more prevalent in elderly women. 28 Bereavement may more often play a role in this age group as well. A subset of older adults with late-onset depression may represent a type of vascular depression associated with structural brain changes, vascular risk factors, and cognitive impairment. [29] [30] [31] In such cases, the depressive, or "subcortical," disease is presumed to be organic in nature and seems to be chronic and treatment resistant. 32 Early-onset depression, defined as a depression onset before age 22 years, can be expected to negatively influence educational attainment and the future earning power of young women. 33 Illness that substantially reduces physical, social, or cognitive functioning is particularly burdensome to young adults in the years immediately after high school. One study showed that a 21-year-old woman with early-onset major depressive disorder could expect future annual earnings that are 12% to 18% lower than those of a randomly selected 21-year-old woman, whose onset of major depressive disorder occurred after age 21 or not at all. 33 However, early-onset major depressive disorder did not adversely affect the educational attainment of men.
■■ Ethnic Racial Differences in Prevalence of Depression
The National Health and Nutrition Examination Survey III findings indicate that prevalence of depression differs significantly by race/ethnicity, but they also indicate that comparative rates depend on the type of depression. 34 Black Americans and Mexican Americans have higher lifetime prevalence rates of dysthymic disorder (P < 0.05), whereas white Americans have higher lifetime prevalence rates of major depressive disorder (P < 0.01 and P = 0.05, respectively). Mexican Americans and white Americans have a significantly earlier onset of major depressive disorder than black Americans do (P = 0.001). Persons living in poverty had nearly 1.5 times the prevalence of major depressive disorder; however, poverty was significantly associated with prevalence of major depressive disorder only for white respondents (P = 0.023). Lack of education was a significant risk factor for dysthymic disorder even after controlling for poverty. 34 Although black Americans are less likely than white Americans to have a major depressive disorder, when they do, it tends to be more chronic and severe. They are also much less likely to undergo treatment. A survey published by Neighbors et al. included self-reports from 3,570 African Americans, 1,621 black Americans of Caribbean descent, and 891 non-Hispanic white Americans aged 18 and older who were interviewed in 2001 through 2003. 35 The researchers reported that 10.4% of African Americans, 12.9% of Caribbean black Americans, and 17.9% of non-Hispanic white Americans had major depressive disorder at some point in life. Education and income were not linked to higher or lower risk of major depressive disorder in any of the groups. Previous studies had shown that slightly more than half (57%) of adults with major depressive disorder underwent treatment. The Neighbors et al. study showed that the treatment rate was less than half (45%) for African Americans and less than a quarter (24.3%) for Caribbean black Americans. 35 Data suggest that some aspects of culture may protect against depression. More specifically, rates of depression are low among Mexican Americans born in Mexico, and immigrant Mexican American women have an 8% lifetime rate of depression, which is similar to rates of nonimmigrant Mexicans. However, after 13 years in the United States, rates of depression for Mexican women who immigrated to the United States rise precipitously. Women of Mexican heritage born in the United States experience lifetime rates of depression nearly twice the rate of immigrants and similar to those of white persons in the United States. One possible explanation for these findings is that the difference in cultural social support and cultural values versus those in the United States may be protective in Mexico.
■■ Summary
Women face a higher risk than men do of developing depression. During adolescence, the prevalence rates of depression in girls increase until they are twice the rate of boys by young adulthood. Throughout a woman's life, depression becomes a more significant risk at different times, such as during the postpartum or the perimenopausal period. Some of these occurrences may be explained by the changing hormonal milieu taking place at those times. Women are also more susceptible to depression after facing physical or sexual abuse, poverty, housing problems, or loss of a close friend. One of the most replicated findings is that a past depressive episode is the best predictor of a future depressive episode. One of the explanations for the higher rate of depression in women is that women have a greater incidence of first depressive episode, which often begins during adolescence or young adulthood. Depression does not discriminate: women of all races are susceptible to depressive episodes.
